Introduction

Siriwan
The goal is to achieve the coverage rate of screening tests up to at least 80 percent among the target women. Provincial Public Health policy of Nakornnayok, a province north of Bangkok, recognized the importance of cervical cancer screening. The office set a 80 percent goal for Pap smear cervical cancer screening for women residences aged 30-60 years-old. In 2014, only 76.51% women attended cervical cancer screening program in Nakornnayok. The number was lower than the specified goal. Coverage rates of cervical cancer screening in Mueang, Ban Na, Ongkharak, PakPhli districts were 75.34, 83.75, 70.96 and 71.61 , respectively. These data indicated that the coverage rates of screening in Ongkharak districts was the lowest. VHV is a system composed of health volunteer liaison providing health information and necessary basic health service to villagers. The volunteers are normal layman who receives organized health information from public health personals.
Nurses from sub district health unit are responsible for educating VHV with knowledge and necessary operating procedure including surveillance and prevention of interested health topics. Level of health knowledge, their positive attitudes toward cervical screening and cervical screening promotion creativity of VHVs in conjunction with level of success cervical screening were the subject of this research interest. We wanted to see if VHV knowledge and attitude has any contribution to successful cervical screening rate.
Materials and Methods
This was a cross sectional study. The data were collected from 128 volunteers between December 2014 to January 2015. Inclusion criteria were VHVs who had responsibilities in the area of KlongYai, Buangsan, Chomphol and Suksara sub-districts of Ongharak, Nakhonnayok province, Thailand. Exclusion criteria were; VHVs who had severe illnesses and not actively volunteering or were not willing to participate in this research. The questionnaire on health knowledge, volunteer's attitudes and cervical cancer promotion practices was created. The validity of the questionnaire has been tested by 10 medical personals in community medicine and health promotion. The reliability of the questionnaire was tested by the distribution of the questionnaire to 10 VHVs.The results were calculated by Cronbach's alpha. Next, The revised questionnaire was then distributed to VHS and later returned. Ten questions regarding the knowledge of cervical cancer screening were included in the questionnaire in a true or false format. If the VHVs chose the right answer they scored 1 point and a wrong answer scored a zero. Three questions surveyed the VHV's attitude using a five-level Likert system; 1. Strongly disagree, 2. Disagree, 3. Neither agrees nor disagree, 4. Agree and 5. Strongly agree.
Knowledge and attitude scores, percentage of practices were then analyzed for any correlation found between the studied factors and cervical cancer screening coverage rates in the community. An in depth interview was conducted with ten randomly chosen local participants to reveal how their cervical cancer screening decision were made. Cervical cancer screening coverage rates were obtained from each sub district data. The demographic data, knowledge, attitude scores, practice score and the cervical cancer screening coverage rates were analyzed by means, percentages, standard deviations and one way ANOVA tests. A p-value less than 0.05 were considered statistically significant. Statistical analysis was performed using SPSS software (version 19.0, SPSS Incorporated). The sample size was calculated based on Yamane 's formula. By using Yamane 's formula of sample sized with error 5%. The calculated sample size was 128.
This present study was approved by the Ethical committee of the Faculty of Medicine, Srinakharinwirot University.
Results
The validity of questionnaire was tested by 10 experts in related fields. The reliability was at 0.81. Of the 128 village health volunteers that had been enrolled; 48, 39, 29 and 12 were from KlongYai, Buangsan, Chomphol and Suksara, respectively. Mean age of VHVs was 46.77 years old. Female and male ratio was 93:7. The married, divorced or separated and single VHVs were 78.25, 11.82 and 9.92%, respectively. Eighty nine percent of them were without college degrees and 10.2 % held either a bachelor's or master's degree. The details are shown in Table 1 .
A total of 60% of the female VHVs recently had Pap smear screening. The VHVs had a high level of knowledge about the cervical cancer screening in the overall mean score of 0.70points (Table 2 ).VHVs had positive attitudes to the promotion of cervical cancer screening in the overall mean score 4.31point. The scores regarding health knowledge, health attitude, health practice, cervical cancer screening coverage in each area are presented as percentages and p-values in Table 4 . Health knowledge, health attitude and cancer screening promotion of VHV were not associated with total Cervical Cancer Screening in their responsible district/subdistrict (Table 4 ).
An in depth interview was also conducted with ten local participants who were willing to provide more detail about how their cervical cancer screening decision were made. Main barriers to screening were embarrassment, poor attitude, conflict, beliefs and socio-cultural. In Chomphol sub district, 95% of the target population were Muslim women. They held themselves strictly per the socio-cultural rule. Thai Muslim women were worried that the village Pap smear conducting area was not providing a total privacy. They were bothered by the fact that the Pap test was perform to their private body parts by VHV who lived in the same village. They did not want to have their private part seen by their neighbors. Married women were not allowed to receive a Pap test without their husbands permission. As a result another screening barrier was their husbands' information and attitude toward this screening. In Suksara sub district, the compliance rate was low. The locals mistrusted the health system because Srinakarinwirote University bought land to built its extended medical campus against the locals' plea to stay in the land of their for bearers. The locals did not trust the VHVs because they considered the VHVs as members of the health care regime and thus held hostility toward any service VHV offered. The hostility ruled over any health benefit VHV service could provide.
Discussion
In Thailand, women 30-60 years of age can take cervical cancer screening, Pap smear, with no out of the pocket cost from the health care center supported by the national policy promoting routine screening.One screening every five years bears no cost to the individual.
Sub-optimal participation is a major problem with cervical cancer screening in developing countries which have no organized national screening program. The Thai Public Health Office had set a cervical cancer screening goal according to the standard requirement that 80 percent of women aged 30-60 years-old should be screened by Pap test (2010) (2011) (2012) (2013) (2014) .
In Nakhonnayok province, cervical cancer screening coverage rate divided by 4 district Town, Ban Na, Ongkharak, Pak Phli district rate were 75.34, 83.75, 70.96 and 71.61, respectively. Three quarters of the districts had lower coverage rate than the specified goal. Ongkharak district, where the university is located, was divided into 4 sub districts namely KlongYai, Chomphol, Buangsan and Suksara. Cervical cancer screening coverage were 62.4, 34.7, 80.3 and 47.3 in those areas respectively. Data indicated that the coverage rates of screening of these places were low. Recent studies in Thailand found out that the passing informative knowledge about benefit of cervical cancer screeningby health care provider to the target population were the most important factor that bought target populations to receive screening services (Budkaewet al., 2014) , (Wongwatcharanukul et al., 2014) . But our study showed knowledge, health attitude and screening promotional practice of VHV had no association with cervical cancer screening coverage, especially among Thai Muslim group. This finding is similar to Chesun's study (Chesun et al., 2012) . It reported that receiving a Pap test was found to be significantly higher amongThai Muslim women with a high level of perceived susceptibility, a low level of perceived barriers for the Pap test, having received a routine checkup, having received a recommendation by a doctor, health care personnel or husband. There was a lower chance of Pap test among women who had received a recommendation from village health volunteers (Chesun et al., 2012) . Various notable factors namely as lack of time, embarrassment, low health attitude, mental conflict, social beliefs and socio-cultural practice were the barrier to compliance to cervical screening in the similar manner with other studies (Waller et al., 2009; Oranratanaphan et al., 2010; Baskaran et al., 2013; Schoueri-Mychasiw et al., 2013; Wongwatcharanukul et al., 2014) . Social beliefs and socio-cultural practices were the most important barrier in Muslim women against cervical cancer screening. Associated health condition with the idea of 'God's will', cancer and other aspects of health would be accepted without any check up or prevention. Husband and family member attitudes were also a major barrier to receive a Pap test (Abdullahi et al., 2009; Srisakul et al., 2011; Chesun et al., 2012; Guimond et al., 2013) . In this Nakornnayok locality, even though VH s had in-depth knowledge and the right attitude to the promotion of cervical cancer screening, they could not encourage the Muslim women to receive cervical cancer screenings using what they know. In response to the Ministry of Public Health policy to covering cervical screening goal over 80% of the target population, mobile service, home screening, invitation letter, media campaigns, and direct mailed were used to increase cervical screening uptake during the last five years (2009) (2010) (2011) (2012) (2013) (2014) . The increase in screening coverage in Nakornnayok district was not significantly increased with all above efforts. Previous literatures found that employing a combination of multiple strategies was more likely to be successful than any single strategic interventions when the target population was ethnic Asian women (Chumworathayiel al., 2007; Lu et al., 2012) . Mobile screening services and the combination of cultural awareness training for health care professionals with outreach workers who could help healthcare professionals to overcome language and cultural barriers were likely to improve cancer screening uptake. Home visit, invitation letter, media campaigns and mailed culturally sensitive print materials alone were be ineffective in increasing screening uptake. Any campaign executed by VHV should contain prior understanding of the target beliefs and socio-cultural condition. Strategies to increase coverage could include the training Muslim's outreach workers in encouraging target women to receive cervical cancer screening or the use of multimedia medium ethnically specific to the local belief could be introduced. Any effort to help family members especially husbands to understand the important of cervical cancer screening and supporting religious beliefs are also highly recommended.
In this study, there was no correlation between VHVs' knowledge, attitude and coverage rate for cervical cancer screening. Barriers to uptake of cervical cancer screening programs included self embarrassment, poor attitude, conflict, beliefs and socio-cultural reason. Even though VHV have a high knowledge and attitude to the promotion of cervical cancer screening, they cannot influence ethnic women to receive a cervical cancer screening. Therefore VHV should understand the target women 's socio-cultural beliefs. Improved strategies such as the use of Muslim staff or Muslim's outreach workers can be employed in encouraging target women to receive cervical cancer screening. Any effort to help family members especially husbands to understand the important of cervical cancer screening and supporting religious beliefs are also highly recommended.
